A cross-sectional study on experiences of young adult carers compared to young adult noncarers: parentification, coping and resilience Background: Most young carer studies on parentification, resilience and coping concentrated on child carers up to age 18 years, whereas the group of young adult caregivers (18-24 years) has been neglected. In our study, we focused on these young adult caregivers, who are in a life phase in which young people usually are distancing themselves from their families and are striving for autonomy and freedom. Aim: To explore young adult carers' perceptions of parentification, resilience and coping compared to young adult noncarers. Design: Cross-sectional. Methods: In 2014/2015, data were collected on 297 healthcare students from a school for vocational education and a university in the Netherlands. A fully structured questionnaire was used. Young adult carers were compared with young adult noncarers on parentification, resilience and coping. Results: Fifty-six students identified themselves as a carer: 40 vocational education students and 16 university students. Carers scored significantly higher than noncarers on three out of six parentification dimensions. No differences were found for resilience and problem-focused coping behaviour, whereas results for emotion-focused coping demonstrated a higher score for the carers compared to the noncarers. Conclusion: Although it is important to take care of the needs of all young carers, special attention should be given to those who are at the start of their adult lives, undergoing extensive changes and taking major decisions on study and career issues. Home-care professionals and school counsellors should be able to recognise this group and their needs and activate support from specialised services and significant others.
Introduction
There is growing concern about young carers, which is also visible in the increase in research activities in the field of informal caregiving by youngsters. The precise number of young carers is difficult to determine because young people often do not identify themselves as caregivers and, therefore, stay 'hidden' for the outside world and thus beyond the reach of special support services. Interviews with young caregivers of single parents diagnosed with multiple sclerosis (1) demonstrated that these young people felt silent, invisible and unacknowledged as caregivers and received limited professional assistance. Research by Sieh et al. (2) demonstrated that in the Netherlands, 10-13% of the children are being raised by a parent with a chronic medical condition. The mean age of these children, who are at risk of becoming an informal caregiver, was 15.1 years.
Until now, most attention has been paid to child or young carers up to the age of 18 years, whereas the group of young adult caregivers (YACs), aged 18-24 years, has been neglected (3, 4) . A recently published review of 22 studies on caregiving youth in the United States also focused on the young caregivers under the age of 18 (5) . The age period 18-24 years has been indicated as 'the emerging adulthood' (6) . This life phase can be viewed as a critical developmental stage, in which young people are striving for relative independence and choices are made concerning education and relationships. In this life phase, caring for a family member may close of some routes in the young adult person' growth and in making choices for further education. One of the rare studies on young adult carers for example showed that their educational choices are greatly shaped by the ability to continue caring (4) .
Overall, at any age a role as young carer can become traumatic and harmful, especially when it converts into long-term excessive caretaking with responsibilities that transcend the youth's age and maturity level (7) . In this context, an increasing interest in the concept of childhood parentification is noticeable in the literature on youth caregiving (8) (9) (10) . Parentification can be defined as 'the distortion or lack of boundaries between and among family subsystems, such that children take on roles and responsibilities usually reserved for adults' (11) . Parentification is characterised by a reversal of roles within the family system, whereby the child is acting as parent or as a 'mate' to its parent (9) . This fulfilment of a parental role within the family system by a child is also recognised by Broszormenyi-Nagi and Spark (11) in their description of the parentification process. The child participates in instrumental and/or emotional caregiving behaviours that often are not noticed, rewarded and reciprocated (11) . 'Instrumental parentification' involves performing household tasks such as cooking, cleaning and doing the laundry. In case of 'emotional parentification', the child takes care of emotional needs of a parent or sibling (10) . Emotional parentification can be destructive for the child and the child's development as the child may suppress its own needs in order to meet the needs of the care receivers. Instrumental parentification is reported to be less damaging (12) . Parentification was originally labelled as negative and has been associated with adverse effects on the child's emotional, social and educational development (10, 13, 14) .
Following on notions on stress in children and youth (15) , a home situation with family caregiving and parentification, parallel with inappropriate responsibilities, may serve as a stressor, causing excessive feelings of emotional distress.
The stress and coping theory (16) has been guiding much of the research into child caregiving and parentification that not only focused on negative consequence of caregiving and parentification, such as emotional distress (17, 18) , but also paid attention to adjustment outcomes. In stress models, resilience as well as coping is given a protective role. Resilience and coping have in common that they change developmentally and experientially across one's lifespan (19) .
Having experience with parentification as a young caregiver might promote resilience, which is linked to positive coping (20, 21) . Williams (22) stated that individuals who experience adaptive psychosocial functioning following the experience of parentification are demonstrating resilience. Smyth et al. (23) concluded that Australian studies have shown that caring can develop feelings of pride and worth, a sense of accomplishment, and greater resilience.
Resilience has been defined in a variety of ways, including the ability to bounce back or recover from stress, to adapt to stressful circumstances, to not become ill despite significant adversity and to function above the norm in spite of stress or adversity (24) . According to Glennie (25: 169), 'resilience and coping are related constructs, although they are distinct in that coping refers to a wide 'set of skills' and purposeful responses to stress, whereas resilience refers to 'positive adaptation' in response to serious adversity'.
Coping is defined by Lazarus and Folkman (16: 141) as 'constantly changing cognitive and behavioral efforts to manage specific external and/or internal demands that are appraised as taxing or exceeding the resources of the person'. In general, a distinction is made between problem-focused (i.e. active) coping (e.g. information/support seeking, or attempts to alter the source of stress) and emotion-focused (i.e. passive) coping (e.g. adapting to the stressor without altering it, by applying denial, avoidance and wishful thinking) (15, 26, 27) . Stein et al. (28) demonstrated that early parentification in adolescence predicted better adaptive coping skills (i.e. solving problems, spiritual hope and seeking social support) 6 years later. Pakenham et al. (26) found that adjustment outcomes (operationalised as positive affect, life satisfaction and benefit finding) in young carers were positively correlated with active coping strategies as problem solving and seeking social support, and negatively correlated to passive strategies as wishful thinking and denial.
In a qualitative study on coping and resilience of children of mentally ill parents, both practical problem-solving and emotional coping mechanisms were used by the children (29) . Reports concerning differences in the actual use of different coping strategies between young carers and young noncarers are inconsistent. Cohen's et al. study (30) demonstrated that young caregivers make a greater use of both engagement (i.e. problemfocused) and disengagement (i.e. emotion-focused) coping styles compared to noncaregivers. Then again Pakenham et al. (31) demonstrated that young caregivers relied less on problem-focused coping compared with noncaregivers.
In conclusion, prior research into parentification, resilience and coping has mainly focused on young carers (under the age of 18 years), whereas such information on the group of young adult carers is lacking. It is interesting to identify whether this age group of informal caregivers, who are in transition to adulthood, also experiences feelings of parentification and handle this by relying on their resilience and adaptive coping capabilities. By comparing young adult carers' with young adult noncarers' on their scores on parentification, resilience and coping, we can estimate whether YACs deviate in these experiences from a comparison group, being their noncaring peers.
Aim
The central aim of our study was to examine specific experiences of young adult carers by comparing young adult carers with young adult noncarers. In our comparisons, we focused on the parentification concept, resilience and coping behaviour. Furthermore, we considered specific descriptive characteristics of the informal care situation of our young adult carers. In our study, we concentrated on a specific age group that has received little attention in caregiving studies until now, that is young adult carers aged 18-24 years.
Methods

Design
The research had a cross-sectional comparative approach. Data were collected by a self-administered questionnaire.
Participants
Our study sample represented young adults in the life phase of emerging adulthood. Research data were gathered from 297 Dutch students attending two different school types in the South of the Netherlands. The first group consisted of first-year bachelor students Health Sciences at a university, present at a first-year mainstream lecture. They were asked to fill in a consent form and the written questionnaire. The mean age of the 181 (31 male and 150 female) respondents was 18.9 years (SD = 1.38). The second group contained 116 students with mean age 19.0 years (SD = 1.97) with 34 male and 82 female students. They attended two different programmes at a school for vocational education and were trained to be a nurse or nursing aid. These students were approached through their mentors and completed the questionnaire during mentor class. Our choice for healthcare students was motivated by the literature that has shown that most persons who chose healthcare professions generally reported more childhood parentification compared with professionals in other fields, such as business (32) .
Data collection
The data of the university students were collected in November 2014 and of the vocational education students in May 2015. The questionnaire consisted of a collection of validated, structured scales to measure relevant variables. For the parentification, resilience and coping scales, Cronbach's alphas (a), were calculated to assess the internal consistency, For those students who identified themselves as informal caregiver for an ill or disabled family member, a separate section with questions on caregiving details was added.
Demographic and family characteristics. The following demographic characteristics were included age, gender, educational level (university vs. vocational education), family structure (single-or two-parent family), number of children in the family and rank of the respondent in the family (oldest child, middle child, youngest child, only child). One question informed whether the student had had any experience with giving informal care to a family member himself or herself. All demographic and family characteristics were questioned in the beginning of the questionnaire, prior to the parentification, resilience and coping scales.
Parentification. The Maastricht Parentification Scale was used, consisting of 22 items, for example statements, assessing retrospective accounts of parentification. The instrument consists of six subscales of parentification, two allocated to care for parents, two on care for family matters and two on care for siblings (33) . 'Emotional care parents' (five items; a = 0.78) measures the respondents' engagement in emotional caring for his/her parents (e.g. 'I often was the person on our family that comforted my parents when they were sad'). 'Buffer between parents' (three items; a = 0.71) assesses the extent to which the respondents felt as a buffer between both parents (e.g. 'I often felt caught in the middle between my two parents'). 'Household care family' (four items; a = 0.76) assesses excessive care for the running the household (e.g. 'I often did the laundry in our family'). 'Financial care family' (three items; a = 68) measures the respondents' engagement in financial matters of the family (e.g. 'I often helped with financial matters in our family, such as paying bills, making decisions about purchases'). 'Instrumental care siblings' (three items; a = 76) assesses the respondents' engagement in instrumental parental roles to siblings (e.g. 'my parents expected my help in raising my siblings'). Finally, 'Emotional care siblings' (four items; a = 71) measures the respondents' engagement in emotional caring for his/her siblings (e.g. 'my siblings always came to me with their problems').
The dimensions were measured on a 4-point Likert scale ranging from 'completely agree' to 'completely disagree'. For all subscales, a higher score indicates a higher level of parentification.
Resilience. In our study, we administered the Brief Resilience Scale (BRS) to measure an individual's ability to bounce back or recover from stress. Smith et al. (15) developed and tested the BRS on its psychometric characteristics in four samples, including two student samples. The unidimensional scale consists of six items (e.g. 'I usually have a quick recovery after a difficult period') measured on a 5-point scale ranging from 'completely disagree' to 'completely agree'. The Cronbach alpha is 0.70. A high score indicates a high degree of resilience.
Coping. Coping is assessed with the UCL (Utrechtse Coping Lijst), a Dutch scale that measures coping behaviour of adolescents and adults from 14 years. Schreurs et al. (34) developed the original 47-item version. We used the 15-item version (35) separating two dimensions of coping. 'Problem-focused' coping (implying that a person generally takes action in case of problems and is tempted to share problems with others) is measured with 10 items (e.g. 'I share my worries with someone else and I consider several ways to solve the problem'). Cronbach's alpha of this scale is 0.78. 'Emotion-focused' coping (implying that a person tries to stay away from troubles and focuses on non-problem-related issues) is assessed with five items (e.g. 'I am avoiding the problem as much as possible' and 'I'm looking for distraction'). Cronbach's alpha for this scale is 0.48. Items were answered using a 4-point Likert scale ranging from 'seldom/never' to 'very often'. For both coping styles, a higher score indicates a higher level of coping behaviour.
Specific questions for the young adult carers. In our questionnaire, we included a separate set of questions exploring more specifically some characteristics of the informal care situation: the care receiver, the health condition of the care receiver, the type of caring tasks performed, the presence of caregiving support by another family member or professional, mean number of hours of caregiving per week and total number of months providing care.
Data analyses
Analyses were done using SPSS version 20.0 (IBM Corp., Armonk, NY) (36) . The total group of respondents (n = 297) was divided into a group of students who had experiences with informal caregiving in the family (n = 56 carers) and a group of students without caregiving experiences (n = 241 noncarers). After performing descriptive analyses of demographic and family characteristics for both groups separately (means, percentages, standard deviations), one-way ANOVAs and chi-square tests were used to test for differences in these characteristics between the two groups. Descriptive analyses on care context characteristics were performed for the carers only. Finally, we conducted univariate ANCOVAs to investigate whether carers differed from noncarers on levels of parentification, resilience and coping. In these analyses, we corrected for age, educational level and family structure because of the significant differences between the carer and noncarers group (see Table 1 ) and several significant correlations between these three sample characteristics and dimensions of parentification, resilience and coping. In this study, we used a statistical significance level of p ≤ 0.05. Table 1 presents the sample characteristics, for the total sample and for the two different groups of students: those with informal caregiving tasks in their family (carers) and those without (noncarers). The carers were significantly older than the noncarers (respectively, 19.2 and 18.9 years of age). The carer group included significantly more students from the school for vocational educational (71.4%) and from single-parent families than the noncarer students. Most students came from families with two children (55.3%). The carers and noncarers did not differ significantly in gender, number of children in the family and their rank in family.
Results
Sample characteristics
Characteristics of the informal care situations
About 80% of the carers gave care to only one person, and in 38.1% of the cases, this was the mother. Nineteen per cent of the carers were caring for more than one person.
Over 20% of the care receivers were suffering from a chronic disease, almost 10% had a physical disability and only a small part was dealing with psychological problems or an intellectual disability. The vast majority of the care receivers had some kind of other illness or a combination of different illnesses and/or disabilities.
Three-quarters of the carers was providing emotional support to a family member, and most of the carers (67.3%) were also doing household chores. Organising services and administrative tasks were only done in, respectively, 23.1 and 15.4% of the cases.
13.5% was the only caregiver in the family. Half of the young carers were providing care together with another family member. Moreover, in 30.8% (7.7 + 23.1%) of the cases, there was a professional giving support to the family. On average, the young carers were providing almost 13 hours care per week, for on average 31 months (Table 2) . Table 3 shows the mean scores on parentification, resilience and coping dimensions per group. It appears that carers have higher scores on all six parentification dimensions compared to noncarers. For three parentification aspects, significant differences were found: carers feel more engaged in emotional care for their parents, experience more excessive household care for their family and feel more engaged in instrumental parental roles to their siblings compared to their fellow noncaring students. No differences were found for level of resilience and problem-focused coping behaviour, whereas ANCOVA result for emotion-focused coping demonstrated a higher score for the carer group compared to the noncarer group.
Scores on parentification, resilience and coping
Discussion
In our study, we examined levels of perceptions of parentification, resilience and coping of young adult carers compared to young adult noncarers. We focused on an age group 18-24 years that has been neglected in scientific research up to now. In our sample, 19% of the students identified themselves as being a family caregiver, and for the respondents in the vocational education group, this was 34%, a higher percentage (9%) than in the university student group. Unfortunately, no exact figures on the number of young (adult) carers in the Netherlands are known. It is assumed that one in four children and young people up to 24 years is living with an ill family member and consequently is at risk of becoming an informal carer (37) .
All participating students in our study were taking courses in the field of health care, with the consequence that the majority of our sample was female (78.1%). This high proportion of women might be an explanation for the relatively large number of carers in our student population, because girls generally provide more family care than boys do (7) . Fortunately, the majority of young carers in our study is supported by others and can share their tasks with one or more other persons. In 53% of the cases, the care is given together with another family member, and in over 30%, also a professional aid is involved.
Our finding that a larger number of carers, compared to noncarers, are living in a single-parent home corresponds with figures on young carers' domestic situation Hunt et al. (38) found in a national survey in the United States. Mothers represent the largest group of care receivers. Also in Hunt's et al. study, more mothers than fathers were care recipients.
Our finding that over a third of the lower education group identified themselves as caregiver, compared to less than a tenth of the high education group, is remarkable. However, what are plausible clarifications for this? Already in 1998, Chase et al. (39) reported that low academic status students reported greater caretaking responsibilities than high academic status students. Because successful academic performance necessitates a continued focus on oneself and one's learning activities, it is likely that the university students take less caregiving responsibilities at home (39) . In addition, a physical distance from their family is more obvious, as college students often no longer live with their parents. Unfortunately, we are not sure whether this was the case in our study, as we did not gather residential information. Another explanation for the higher percentage of caregivers at the school for vocational education is that these students are actually trained as professional healthcare workers (e.g. nurses or nursing aids), while university students are only studying health care in theory without acquiring the practical skills. Consequently, the vocational education students probably feel more called to use their already gained nursing knowledge and skills in the care of their relatives. It is also possible that the students from the school for vocational education come from families with lower socioeconomic status (SES) that has been shown to be associated with more negative health behaviour, lower health and higher morbidity (40) (41) (42) , which might lead to a greater risk to be confronted with illness and disability in their family and thus with informal caregiving. In line with this, Levine et al. (3) showed that caregiving children are more likely to come from households with lower incomes, and thus lower SES, when compared with their noncaregiving counterparts.
In our study, caregivers appeared to be more parentified than noncaregivers. On all six parentification indicators, the carers showed higher scores, although for only three dimensions, significant differences were found: emotional care for the parents, household care and instrumental care for siblings. A great majority of our carers indeed gave emotional care (77%) and domestic help (67.3%) to a care receiver within their family. Our findings are consistent with other research that shows that young carers are more likely than noncaring peers to feel engaged in a wide range of domestic and emotional support responsibilities (43) . Emotional caring tasks are generally believed to be more deleterious than instrumental caring tasks (10, 20, 44) . Instrumental parentification involves more technical executive work that may be functional to a young person's development, resulting in more growth and outcomes such as self-efficacy and resilience (21) . Emotional parentification, however, may encumber young people with affective states that do not match with their developmental age. Acting as an emotional 'buddy' for a grown-up like a parent may possible hinder one's own individual growth. In addition, for our carers, with an average age of 19 years, and in the middle of a transition to adulthood, their separation-individuation process may become hindered (14) .
In our study, we measured parentification and also inquired about the content of the care provided by the JACs. Although informal caregiving and parentification often are related, they also can occur independently of each other as distinct processes. Parental responsibility by a youngster in the home situation does not always have to be the consequence of a sick or disabled family member in need, because it can also result from other economic and social conditions (8) . For example, parental role taking was also studied in children of divorce (45) or immigration (46) . On the other side, informal caregivers do not automatically take up parental roles.
Furthermore, we found that the young carers did not experience more resilience than the noncarers. Although not significant, the carers' resilience score was even lower than the noncarers' score. Therefore, in our sample, carers do not take more advantage out of the, in stress models hypothesised, protective function of resilience than noncarers.
Our carers appeared to make more use of emotionfocused coping compared to the noncarers. For the problem-focused coping strategy, no significant difference could be detected. By using emotional-focused coping, our young carers in all probability are trying to control the emotional response on the stress situation. Problem-focused coping works best in case it indeed is conceivable to control the stressor and interfere with it by finding a solution or sharing the problem with others. Although our group of young caregivers makes more use of emotion-focused coping compared to problem-focused coping, they apply both strategies in handling daily life situations. Probably the choice for either one of them is depending on the situation, its controllability and the available resources (i.e. social support) at that moment.
Methodological considerations
Our findings should be considered in the light of some study limitations. First, a cross-sectional method was used. Consequently, causal relationships between being a young caregiver and feelings of parentification, resilience and coping could not be investigated. However, it is reasonable to state that our study design was adequate for our purpose, and the sample size was large enough to investigate the differences between young carers and young noncarers. Our post hoc power calculation showed that our study had an adequate power of 84.2% to detect a difference between the two groups.
In addition, we used a convenience sample as we had easy access to both groups of students. Furthermore, our respondents came from specific groups of students with educational training on two different levels (high/low) and focusing on courses in health care with females being over-represented. Self-selection bias could also be a problem as students identified themselves as informal carer. Consequently, we cannot rule out that our sample is not representative, undermining the possibility to make generalisations to the whole group of young adults.
Questionnaires were administered during classes. Therefore, responses were not given in a private environment, which may have influenced the answers by triggering processes of social desirability. Unfortunately, we did not gather residential information of the respondents. It can be expected that some of them, especially of the university students, are no longer living at home with their parents. It would have been interesting to investigate the differences between students who still reside with their parents and those who are not. Finally, for all scales but one (i.e. 'passive coping' with Cronbach's alpha of 0.48) Cronbach's alphas were acceptable. The findings concerning this variable should be interpreted with some caution.
Conclusion
In our study, we compared experiences of young adult carers with those of young adult noncarers. Herein, we concentrated on young people who are in the middle of a transition to adulthood. We paid attention to emotional as well as instrumental-oriented dimensions of the parentification concept. Furthermore, we focused on psychological resilience and coping that are expected to have a protective function and reduce the damaging consequences of caring. Although we found higher scores for the young carers on both types of parentification, no differences in resilience and problem-focused coping (and in favour of the carer group) could be detected. However, our carers relied more on emotion-focused coping compared to their noncaring peers. We demonstrated that in 30% of the young caregiver's families, a professional helper is involved. Professionals, frequently home-care nurses, already have a personal relationship with the ill/disabled family member and therefore a direct access to the intimate system of the family and its individual members. These professionals need to be trained in recognising, supporting and facilitating young caregivers. It is important that they are able to assess the young caregivers' burden and interfere in stressful and demanding circumstances by activating support services and significant others such as adult family members/neighbours/friends, the young person's school, the family GP or a family or youth counsellor. This is particularly necessary in a single-parent home where help from other family members is often completely missing. Mapping overloaded young carers in those families that lack professional help can be an important task for instance for school counsellors and mentors. An important part of their approach could be a focus on the development of coping and resilience resources serving as protection against the negative consequences of caregiving.
More research is necessary to explore the situation of young carers who are in their emerging adulthood, whereby both the negative as well as the positive consequences of informal caregiving are involved. Are young carers able to handle (i.e. cope effectively with) all demands that are placed on them and at the same time satisfy their own psychological and social needs that match with their developmental stage? What are their needs for support and who is the best provider of what kind of assistance and in what way? What are the benefits of caregiving experienced by them and how can these be strengthened?
